Objective-To assess the training that accident and emergency (A&E) senior house officers (SHOs) receive in dealing with eye emergencies, their own perceived level of confidence and competence in managing such cases, and the availability of appropriate equipment in their departments.
Management of eye emergencies in the accident and emergency department by senior house officers: a national survey M M S Tan, P A Driscoll, J E Marsden Abstract Objective-To assess the training that accident and emergency (A&E) senior house officers (SHOs) receive in dealing with eye emergencies, their own perceived level of confidence and competence in managing such cases, and the availability of appropriate equipment in their departments.
Methods-Prospective telephone survey using a standardised structured questionnaire. One SHO from each United Kingdom A&E department listed in the BAEM directory of 1993 was chosen at random and interviewed. Results-226 A&E departments were contacted and 192 SHOs were successfully interviewed (response rate 84.9%); 26.0% received no training in the management of eye emergencies, 68.8% had only a little or no confidence in dealing with these cases, and 42.2% worked in A&E departments which had no slit lamp. Conclusions-There is a lack of adequate basic ophthalmic training for A&E SHOs, leading to a lack of confidence on their part in the management of eye emergencies. In just over 40% of A&E departments in the United Kingdom, the management of these cases may be less than optimal because of the absence of a slit lamp. (JAccid Emerg Med 1997; 14:157-158 The majority of patients with eye complaints who present to hospital are seen and treated, at least initially, by A&E SHOs rather than ophthalmology SHOs. The service for eye emergencies is therefore led by SHOs working in general A&E departments.2
Eye emergencies make up a diverse mix of cases,23 but the majority of them are due to minor trauma, resulting in abrasions or foreign bodies to the cornea or conjunctiva.'3 The second commonest cause is inflammation/ infection.' Most of these cases can be treated in a primary care setting, particularly if a slit lamp is available.45
There is no reason why A&E SHOs, with the appropriate training and equipment, cannot manage these eye emergencies successfully, and at the same time recognise serious cases such as corneal ulcer, iritis, acute glaucoma, vitreous haemorrhage, and detached retina, which need urgent referral to the eye department. Specialist ophthalmic opinion and advice should be quickly available for such patients. The knowledge that such expert help is readily available will certainly increase the confidence of A&E SHOs. In this survey, 84.8% of SHOs attributed their relative lack of confidence to the possibility that they may miss something important.
This survey has identified a definite need for more adequate training of A&E SHOs in the management of eye emergencies. It has also highlighted the fact that 42.2% of A&E departments will need to obtain a basic piece of equipment-a slit lamp-if such cases are to be managed appropriately. These changes are far easier to implement than to have all eye emergencies seen in eye casualty departments.
In the training of A&E SHOs, ophthalmic medical staff should be involved as much as possible. This will contribute to a good working relationship between the two departments and also ensure more appropriate referrals. 
